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NARRATIVE FOR THE AMOUNT, DURATION AND SCOPE OF services 

providing high quality care in the performance of the requested transplant. Reimbursement for 
covered liver, heart, and bone marrow/stem cell transplant services and any other medically necessary 
transplantation procedures that are determined to not be experimental or investigational shallbe a fee 
based upon the greater of a prospectively determined, procedure-specific flat fee determinedby the 
agency or a prospectively determined procedure-specific percentage ofusual and customary charges. 
The flat fee reimbursement will cover: procurement costs; all hospital costs from admission to 
discharge for the transplant procedure; total physician costs for all physicians providing services 
during the transplant hospital stay, including radiologists, pathologists, oncologists, surgeons, etc. The 
flat fee does not include pre- and post-hospitalization for the transplant procedureor pretransplant 
evaluation. If the actual charges are lower than thefee, the agency shall reimburse actual charges. 
Reimbursement for approved transplant procedures that are performed out of statewill be made in the 
same manner as reimbursement for transplant procedures performed in the Commonwealth. 
Reimbursement for covered kidney and cornea transplantsis at the allowed Medicaid rate. Standards 
for coverage of organ transplant services arein 12VAC30-50-540 through 12Vr4C30-SO-S70. 

L. 	 In  compliance with 42 CFR 44 1.200, Subparts E and F, claims for hospitalization in which 
sterilization, hysterectomy or abortion procedures were performed shall be subject to review of the 
required DMAS forms corresponding to the procedures. The claims shall suspend for manual review 
by DMAS. If the forms are not properly completed ornot attached to the bill, the claim will be denied 
or reduced according to DMAS policy. 
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, A .  	 Outpatienthospitalservicesmeanspreventivediagnostic,therapeutic.rehabilitative 
or palliative services that: 

1 .  Arefurnished to outpatients 

1
- .  	 Except in thecaseofnurse-midwifeservicesasspecified i n  $4JO.I6S. are 
furnished by or under the direction of a physicianor dentist; and 
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7 - .  Outpatienthospitalandruralhealthclinicservices(continued) 

?

J. Arefurnished by an institution that: 

a3. 	 Is licensed or formall>. approved hospital by 311 official 
designated authority for State Standard-Setting; and 

b. 	 Except in thecaseofmedicalsupervisionofnurse-midwifeservices 
as specified in 32 CFR $440.165, meets requirements f o rthe 
participation in Medicare. 

B. 	 Reimbursementforinducedabortions is provided in onlythosecases in whichthere 
would be substantial endangerment of health or life to the mother if the fetus were 
carried to term. 

C. observation The limits and requirementsCoverage of outpatient beds. following 
shall apply to DMAS coverage of outpatient observation beds. 

1 .  Observation bed services when are andshall be covered they reasonable 
necessary to evaluate a medical condition to determine appropriate level of 
treatment, or; 

1 
- .  	 Non-routineobservation forunderlyingmedicalcomplications,asexplained 
in documentation attached to the provider's claim for payment, after surgery 
or diagnostic senices shallbecovered.Routine use of anobservation bed 
shall not be covered. Non-covered routine use shall be: 

a.  	 Routinepreparatory senices  androutinerecoverytimeforoutpatient 
surgical or diagnostic testing services (e.g., services for routine post
operativemonitoringduringanormalrecoveryperiod (four to six 
hours)). 

b. 	 Observationsenices provided in conjunction with emergent) room 
services, unless, following the emergency treatment, there are clear 
medical complications which must be managed by a physician other 
than the original emergency physician. 

C .  	 Anysubstitution of an outpatientobservationserviceforamedicall) 
appropriate inpatient admission. 

?

J. Thesesenices must be billed asoutpatientcareandmay beprovided for u p  
to 23 hours. A patientstayof 23 hours or moreshallrequire inpatient 

where precertification applicable.. 
A i A 
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inpatient1. 	 When admission is required following observation s e n  ices and 
prior approval has been obtainedfortheinpatientstay,observationcharges 
must be combined with the appropriate inpatient admission and he shown ( > I I  

theinpatientclaim for payment.Observation bed charges and inpatient 
hospital charges shall not be reimbursed for the same day 

A.  Thesameservicelimitationsapplyto ruralhealthclinicsas to all otherservices 

2c. 	 Federallyqualifiedhealthcenter(FQHC)services and otherambulatoryservices that are 
covered under the plan and furnished by an FQHC in accordance with $423 1 of the State 
Medicaid Manual (HCFA-Pub. 45-4). 

A .  Thesameservicelimitationsapply to FQHCsasto all otherservices 

laboratory2. Other and x-ray services. 
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-tb. 	 Early and periodic screening and diagnosis of individuals under 2 1 years of age, and 
treatment of conditions found. 

A .  	 Payment of medicalassistanceservicesshall be made on behalf of individualsunder 
21 )‘ears ofage,whoareMedicaideligible,formedicallynecessarystays i n  acute 
care facilities, and the accompanying attendant physician care, i n  excess of 21 days 
per admissionwhensuchservicesarerendered for thepurposeofdiagnosisand 
treatment of health conditions identified through a physical examination. 

B. 	 Routinephysicalsandimmunizations(exceptasprovidedthroughEPSDT)are not 
coveredexceptthatwell-childexaminations in aprivatephysician’soffice are 
covered for foster children of the local social services departments on specific referral 
from those departments. 

C. 	 Orthopticsservicesshallonly be reimbursed if medically necessary to correctavisual 
defectidentified by anEPSDTexaminationorevaluation.TheDepartmentshall 
place appropriate utilization controls upon this service. 

D. 	 ConsistentwiththeOmnibusBudgetReconciliationActof1989$6403,earlyand 
periodic screening, diagnostic, and treatment services means the following services: 
screening services, vision services, dental services, hearing services, and such other 
necessary health care, diagnostic services, treatment, and other measures described in 
Social Security Act $ 1905(a) to correct or ameliorate defects and physical and mental 
illnesses and conditions discovered by the screening services and which are medically 
necessary,whether or not suchservicesarecoveredundertheState Plan and 
notwithstanding thelimitations,applicable to recipients ages 21 and over, provided 
for by the Act §1905(a). 

mental services.E. Community health 

1.  	 Intensivein-homeservices to childrenandadolescentsunderage21shall be 
time-limited interventions provided typically but not solely in the residence 
of a child who is at risk of being moved into an out-of-home placement or 
who is beingtransitioned to homefromout-of-homeplacementduetoa 
documented needthe These providemedical of child. services crisis 
treatment; individual and family counseling; and communication skills (e.g., 
counseling to assistthechildandhisparents to understandandpractice 

problem-solving, interpersonalmanagement,appropriate anger and 
interaction,etc.);casemanagementactivitiesandcoordinationwithother 
required services; and 24-hour emergency response. These services shall be 
limited annually to 26 weeks. 

2. Therapeuticdaytreatmentshall be provided in sessionsof two or morehours 
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narrative FOR THE amount duration AND SCOPE OF services 

day in orderper to therapeuticprovide interventions. Day treatment 
programs,limitedannuallyto 780 units,provideevaluation,medication, 
education and management, opportunities to learn and use daily living skills 
andtoenhancesocialandinterpersonalskills(e.g.,problem-solving,anger 
management, responsibility, impulsecommunity increased control. and 

peer etc.),appropriaterelations,and groupindividual, and famil!, 
psychotherapy. 

4c.Familyplanningservicesandsuppliesforindividualsofchild-bearingage. 

A. 	 Servicemustbeorderedorprescribedanddirected or performedwithinthescope of 
the license of a practitioner of the healing arts. 

B. 	 Familyplanningservicesshallbedefinedasthoseserviceswhichdelay or prevent 
pregnancy. Coverage of such services shall not include services to treat infertility nor 
services to promote fertility. 

- -
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C.Routine physicals and  immunizations are not covered except when the services are provided under the 
EarlyandPeriodicScreening,Diagnosis.andTreatment(EPSDT)Programandwhenawell-child 
examination is performed i n  a private physician’s office for a foster child of the local social services 
department on specific referral from those departments. 

D. Outpatient psychiatric services 

1 .  	Psychiatricservicesarelimited to an initialavailabilityof26sessions, with onepossible 
extension (subject to DMAS' approval) of 26 sessions during the first year of treatment. The 
availability is furtherrestrictedto no morethan26sessionseachsucceedingyear \$.hen 
approved by DIMAS. Psychiatric services are further restricted to no more than three sessions 
in any given seven day period. Consistent with Omnibus Budget Reconciliation Act of 1989 
$6403, medicall>, necessary psychiatric senices  shall be covered, when priorauthorized by 
d m a s  for individuals younger than 3 I !'ears of age when the need for such services has been 
identified in an EPSDT screening. 

3 .  psychiatric services can be provided by psychiatrists or by a licensed clinical social worker: of 

licensedprofessionalcounselor,orlicensedclinicalnursespecialist-psychiatricunderthe 
direct supervision ofa psychiatrists 

3 psychological and psychiatric servicesshall be medicallyprescribedtreatment which is 
directly and specificallyrelated to anactive written plan designedandsignature-dated by 
either a psychiatrist or a licensedclinicalsocialworker,licensedprofessionalcounselor, or 
licensed clinical nurse specialist-psychiatric under the direct supervision of a psychiatrist.* 

* Licensedclinicalsocialworkers,licensedprofessionalcounselors,andlicensedclinical-nurse 
specialist-psychiatric may also directly enroll or be supervised by psychologists as provided 
for i n  12 VAC 30-50- 150. 

4.Psychological or psychiatric services shall be considered appropriate when an 

: :  Jun 1 10 
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C.  Routine physicals and immunizations are not covered except when the senices are provided under the 
EarlyandPeriodic Screenins,Diagnosis,andTreatment(EPSDT)Programandwhen a well-child 
examination is performed i n  a private physician's office for a foster child of the local social senices  
department on specific referral from those departments. 

D. Outpatient psychiatric services. 

1 .  	Psychiatricservicesarelimitedtoan initial availabilityof26sessions, with onepossible 
extension (subject to dmas approval) of 26 sessions during the first year of treatment. The 
availability is furtherrestricted to no morethan26sessionseachsucceedingyear when 
approved by DMAS. Psychiatric services are further restricted to no more than three sessions 
in any given seven day period. Consistent with Omnibus Budget Reconciliation Act of 1989 
$6403, medicallynecessary psychiatric servicesshall be covered,whenpriorauthorized by 
d m a s  for individuals younger than 2 1 years of age when the need for such services has been 
identified i n  an EPSDT screening. 

2 .  psychiatric services can be provided by psychiatrists or by a licensed clinical social worker e+ 
licensedprofessionalcounselor.orlicensedclinicalnursespecialist-psychiatricunderthe 
direct supervision of a psychiatrist  

3 .  	psychological and psychiatric sewices shall be medicallyprescribedtreatmentwhich is 
directly and specificallyrelatedto an activewritten plan designedandsignature-dated by 
eithera psychiatrist or alicensedclinicalsocialworker,licensedprofessionalcounselor, or 
licensed clinical nurse specialist-psychiatric under the direct supervision of a psychiatrist.* 

4.psychological or psychiatric services shall be considered appropriate when an 

: :  ! \ I  1 n 
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4. Psychological psychiatric services appropriateor shall be considered \\hen a 1 1  

individual meets the following criteria: 

a .  Requirestreatment in order to sustain behavioral oremotionalgainsor to 

restore cognitive functional levels which have been impaired: 


b.Exhibitsdeficits i n  peerrelations,dealing with authorit:,; is hyperactive; 113s 


poorimpulsecontrol; is clinicallydepressedordemonstratesotherdysfunctional 

clinical symptoms having an adverse impact on attention and concentration. ability 

to learn. and/or ability to participate in employment educational, or social activities; 


developingrequires for copingc. Is at risk for or treatmentmaladaptive 
strategies: and 

d. adaptivecoping orPresents a reduction in individual and mechanisms 
demonstrates extreme increase in personal distress. 

5 .  	 psychological or psychiatric servicesmay be provided in an officeormentalhealth 
clinic. 

E. Anyprocedureconsideredexperimental or investigationalisnotcovered 

F. 	 Reimbursement for inducedabortions is provided in onlythosecases in whichtherewould be 
a substantial endangerment of health or life to the mother if the fetus were carried to term. 

G .  Physicianvisitstoinpatienthospitalpatients,overtheageof - 2 1, are limitedtoamaximumof 
dec 
rn No. 98-08 Approval d a t e  &. 1998 Effective Date 07-0 1-9s 


Supersedes 

TN No. 97-23 




Supplement 1 IO 
attachment 3 . 1-A&B 

Page 9 o f 4 1  
STATEPLAN UNDER TITLE XIX OF the social securtiyACT 

Sstate of VIRGINIA 

NARRATIVE FOR THEamount DURATION and SCOPE OF SERVICES 

21 days per admission within60 days for the same or similar diagnoses andor  treatment plan, and is further 
restricted to medically necessay authorized(for enrolled providers)/approved (for non-enrolled providers) 
inpatient hospital days, EXCEPTION: SPECIALPROVISIONSFOR ELIGIBLE individual under 
21 YEARS OF AGE: Consistent with 42 CFR 44 137, payment of medica1 assistance services shall be made 
on behalf of individuals under 21 years of age, who are Medicaid eligible,for medically necessary stays i n  
general hospitals and freestanding psychiatric facilities in excess of 2 1 days per admission when such 
services are rendered for the purpose of diagnosis and treatment of health conditions identified through a 
physical examinations. Payments for physician visits far inpatient days shall be limited to medically 
necessary inpatient hospital days.

H. [Reserved.] 

I. 	 Reimbursement shall not be provided for physician services provided IO recipients in the inpatient setting 
whenever the facility is denied reimbursement. 

I. 	 Reimbursement will not be provided for physician services perfomled in  the inpatient setting for those 
surgical or diagnostic procedures listedon the mandatory ourpatient surgery list unless the service is 
medically justified or meets one of the exceptions. The requirements of mandatory outpatient surgery do not 
apply to recipients in a retroactive eligibility period. 

K. For tho purposes of organ transplantation, all similarly situated individual will bo treated alike. Transplant 
services for kidneys and corneas shall be covered for all eligible persons. High dose chemotherapy and bone 
marrow/stem cell transplantation shall be covered for all eligible persons with a diagnosis of lymphoma, 
breast cancer. or leukemia. Transplant services for liver, heart marrow/stcm m y  other medically necessary 
transplantation procedures that are determined to not be experimental or investigational shall be limited 10 
children (under 21 years of age). Kidney, liver, heart, and bone marrow/stem cell transplants and any other 
medically necessary transplantation procedures thatarc determined to nor be experimental or investigational 
require preauthorization by DAMAS.Cornea transplants do no: require preauthorization The patient must be 
considered acceptable for coverage and treatment. The treating facility and transplant staff m u s t  be 
recognized as being capable of providing high quality care in the performance of the requested transplant. 
reimbursement for covered liver, heart, and bone marrow/stcm cell transplant services and any other 
medically necessary transplantation proceduresthat are determined 10 not be experimental or investigational 
A d 1  be a fee based upon the greater of a prospectively determined, procedure-specific flat fee determined by 
the agency or a prospectively determined, procedure-specific percentage of usual and customary charges. 
The  flat fee reimbursement will cover procurement costs; all hospital costs from admission to discharge for 
the transplant procedure; and total physician costs for 811 physicians providing services during the transplant 
hospital slay, including radiologists, pathologists, oncologists, surgeons etc. The flat fee reimbursement 
does nor include pre &Id post-hospitalization for the transplant procedure or pretransplant evaluation If the 
actual charges are lower than the fee, the agency shall reimburse actual charges. reimbursement for 
approved transplant procedures that are performed out o f  state & i l l  be made ill the  same manner as 
reimbursement for transplant procedures perfomled in the commonwealth reimbursement for covered 
kidney and cornea transplants is at the allowed Medicaid rate. Standards for coverage of organ transplant 
services are in 12VAC30-50-540 through 12VAC30-50-570, 
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